Dear Editor,

Pseudoepitheliomatous hyperplasia (PEH) is a benign condition characterised by hyperplasia of the epidermis and adnexal epithelium closely simulating squamous cell carcinoma (SCC).\[[@ref1]\] PEH is commonly mistaken for SCC.\[[@ref2]\] We present a case which was initially reported as SCC but on clinical suspicion a repeat deeper biopsy was performed which confirmed the diagnosis of PEH and was managed accordingly.

An 80-year-old male patient was referred to surgical oncology department with a rapidly progressing lesion over the right preauricular region since 3 months and with a previous biopsy report of SCC \[[Figure 1](#F1){ref-type="fig"}\]. The patient had no history of similar complaints in the past or in the family. The patient gives negative history of diabetes mellitus and tuberculosis. On examination the lesion measured 8 × 6 cm with everted edges with floor of the ulcer showing intervening normal skin tissue with irregular margin. Regional lymph nodes were normal on palpation and the underlying bone was normal. On clinical suspicion a repeat biopsy with wider and deeper area was performed which was reported as PEH. In order to rule out malignancy as reported in the intial biopsy report the entire specimen of the deeper biopsy and the final excised specimen were subjected to multiple surgical pathology sections before confirming the diagnosis of PEH. The patient was worked up for surgery and wide excision of the skin mass with adequate margin with posterior auricular artery-based pedicle flap reconstruction was performed with split skin graft over the flap donor area \[[Figure 2](#F2){ref-type="fig"}\].

![Skin lesion 8 × 6 × 2 cm over the right preauricular region with everted margins with central area showing normal skin tissue](JCAS-7-232-g001){#F1}

![Post surgery photograph showing left-sided posterior auricular artery pedicle flap reconstruction with split skin surgery cover of donor area](JCAS-7-232-g002){#F2}

SCC is a common primary cutaneous malignancy, though less common than basal cell carcinoma.\[[@ref3]\] It is locally invasive and has capacity to metastasize. On skin biopsy SCC is characterised by significant squamous cell atypia, abnormal keratinisation and invasive features. Benign mimics of SCC include PEH, eccrine squamous syringometaplasia, inverted follicular keratosis, keratoacanthoma while malignant mimics of SCC include basal cell carcinoma, melanoma and metastatic carcinoma.\[[@ref4]\] PEH is not fundamentally a hyperplasia of epidermal epithelium, but rather a hyperplasia of adnexal epithelia, namely of follicular infundibula\[[@ref5]\] and eccrine ducts\[[@ref6]\] closely simulating SCC. PEH may be present in a number of conditions characterised by chronic inflammation or exist in association with many cutaneous neoplasms.\[[@ref1]\] PEH shows irregular invasion of the dermis by uneven, jagged, often pointed epidermal cell masses and strands with horn-pearl formation. Irregular proliferation of epidermis may extend below the level of sweat gland, where they appear as isolated island of epidermal tissue. Furthermore, one often sees invasion of epithelial proliferation by leucocytes and disintegration of some of the epidermal cells in PEH, a finding that is absent in SCC. Verrucous carcinoma shows a verrucous upward and downward proliferation with more pronounced keartinisation in downward extension, which appears bulbous rather than sharply pointed as in PEH.\[[@ref7]\] Keratoacanthoma centrifugum marginatum is a rare variant of keratoacanthoma, where the lesions typically appear on the dorsum of hand and leg. A fully developed lesion shows a large irregularly shaped crater filled with keratin. At the base of crater, irregular epidermal proliferation extends both upward into the crater and downward from base of crater. These proliferations may appear somewhat atypical. In the present case, even after extensive sampling these findings were not found.

PEH may be primary (e.g., primal gingival PEH) or secondary as in granular cell tumour or chronic irritation.\[[@ref8]\] PEH has been reported following tattooing in a three case series,\[[@ref9]\] and following Mohs micrographic surgery.\[[@ref10]\] In the present case, there was no obvious similar history of trauma. However, the patient was diagnosed with chronic suppurative otitis media for which patient was on antibiotic ear drops but the skin over external auditory canal was grossly normal. A skin biopsy itself poses a difficulty in diagnosis for the pathologists as the biopsy specimen sent may not be adequate to represent the lesion as it was in the present case.\[[@ref10]\] We would like to emphasise on understanding of this limitation and call for a strong clinico-pathological correlation and a selective need for a deeper and wider biopsy to be sent for a proper pathological evaluation.\[[@ref4]\]

Repeat biopsy reported florid hyperplasia of squamous epithelium with invagination in the dermis forming nodular masses made of sheets, cell nest with large keratin pearls and keratin cyst and moderate inflammatory cell infiltrate in dermis and interstitial tissue with giant cell reaction with no evidence of dysplasia, thereby confirming the diagnosis of PEH.\[[@ref1]\] This finding was further validated in the final histopatholgical report of the excised skin lesion \[Figures [3](#F3){ref-type="fig"} and [4](#F4){ref-type="fig"}\]. The limitation in the case was that we could not elucidate the etiology.

![Scanner view (40×) showing marked hyperplasia of stratified squamous epithelium with epidermal invagination in dermis (white arrow), forming nodular masses made of sheets with marked inflammatory cell infiltrate in the interstitium](JCAS-7-232-g003){#F3}

![Epidermal downgrowth from the epidermis (H and E 100×)](JCAS-7-232-g004){#F4}

PEH is a benign condition and can be managed with surgical excision with adequate margin and antibiotics, hence it has to be differentiated from other mimickers of SCC both benign and malignant.\[[@ref11]\]

PEH is a benign condition which has to be differentiated from SCC, as the treatment and prognosis for the patient changes. Erroneous diagnosis of malignancy will lead to radical surgery and surgery-related morbidity. Limitations of biopsy should be kept in mind and a strong clinico-pathological correlation is required with selective need for deeper biopsy to arrive at a final diagnosis before planning on surgical management.
